for positive diagnosis, varying from 25% to 75% (Table 1) . Such a wide range is most likely the consequence of (a) a failure to employ rigorous standardised diagnostic interviews (Gwirtsman eta!, 1983; Levin & Hyler, 1986; Yager et a!, 1989; Johnson eta!, 1990) , (b) small study samples (Levin & Hyler, 1986; Wonderlich et a!, 1990) , (c) highly select populations (e.g. combining current and ex-bulimics in one sample) (Yager et a!, 1989) , (d) concentration on so-called â€˜¿ borderline per sonality disorder', and (e) the use of different methods of scoring diagnostic interviews. In the only study to use a structured interview to generate DSMâ€"IIIâ€"R diagnoses (SCIDâ€"Il), Wonderlich eta! (1990) found that 33 of 42 (72%) eating-disorder patients met criteria for at least one personality disorder. Eleven of 16(69%) bulimic subjects were rated as having personality disorders, the commonest type being histrionic. Personality disturbance may be relevant to the psychopathology of eating disorders both as an aetiological risk factor and through a pathoplastic effect on symptoms (Swift & Wonderlich, 1988) .
This study attempts to examine some of these issues by assessing the prevalence of personality disorders in bulimia nervosa using structured interviews with patients and informants, and by investigating the effect of personality disorders on treatment response.
Method

Seventy consecutive female referrals to the Maudsley
Hospital Eating Disorder Clinic were assessed by clinical interview, and 43 were found to fulfil ICDâ€"1O (World Health Organization, 1992)and DSM-III-R (American Psychiatric Association, 1987)criteria for bulisnia nervosa. A full clinical assessment was undertaken, and details were obtained of age at onset and duration of bulimia nervosa, maximum, minimum, and current weights, and history of anorexia nervosa. by TAF, and informants were asked to examine the patient's functioning before the emergence of the eating disorder. Informants were available for 39 patients. In four casesthe patients wereunableor unwillingto provide informants. The PAS was administered at the third out patient appointment, so the three early drop-outs did not receive this assessment. Reasons for dropping out were: (a) a problem arranging transport to the treatment centre, (b) difficulty finding time to attend the hospital and problems arranging child care during visits to the hospital, and (c) admission to hospital following an overdose. The study was completed by 36 patients who had undergone full PAS assessment. The PAS scores were analysed at the end of the study.
The EAT and BITE questionnaires were completed fortnightly and the MADRS was administered every four weeks. Severity of bulimia was estimated weekly from self-monitoring sheets. After eight weekly sessions, under control, the patient was asked to monitor food intake, self-induced vomiting, and laxative abuse using numbered blank food diaries which were supplied weekly, beginning two weeks before treatment.
The food diary was used to illustrate that binge episodes often followed intense dieting, and that over eating was followed in turn by even stricter dieting.
The physical consequences of binge eating, self-induced vomiting, and laxative abuse were discussed. The function of binge eating as relief from dysphoria or tension or a distraction from unpleasant thoughts was discussed using the food diary as a focal point, and these records were used to explore dysfunctional attitudes and attributional errors, often concerning food and body weight, which were challenged usingthemethod described by Beck et a! (1979) .
The patients also took part in a placebo-controlledtrial of d-fenfluramine, but, as there was no difference in outcome between treatment groups (Fahy et a!, 1993) , this factor was disregarded in subsequent analyses. The There was no significant difference in age between patients with and without personality disorders, and the groups wereof a similarageat onset of bulimia(Table3).
At the beginning of treatment, personality-disorder patients had a significantlylower body mass index (BMI)(kg/rn2) Table 2 Personality disorders anddifficulties diagnosed in39 bulimics with and without personality disorders was compared using MANOVA with repeated measures. The results of this analysis for the change in weekly binge frequency and two-weekly questionnaire reports between the beginning (TO) and end (Tl6) of treatment are given in Table 4 . A similar analysis performed for change in symptoms between TOand T8, and TOand one year revealed a similar pattern of results.Thereforeonlythe resultsof the TOand T16 analysis will be presented in detail.
Between TOand Tl6 there was a significant difference in symptomcoursebetweenthosebulimicpatientswithand without personality disorders. Patients with personality disorder had a poorer outcome on frequency of binge episodes( Fig. 1) ,BITEsymptom,and BITEseverityscores (Fig. 2) , and depression (Table 4 ). There was no significant difference between groups in change in EAT scores.
At the beginningof treatment the personality-disorder group were more depressed and were lower in weight than the non-disordered group. It is plausible that these differences account for the difference in outcome between groups, and that personality disorder does not have an independent effect on outcome. Therefore MANCOVA analysis with repeated measures was performed in order to assess the importance of factors which might covary with personality disorder. After eight weekly treatment sessions, patients were seen at the therapist's discretion, with the exception of scheduled follow-up at weeks 12 and 16. Patients were offered extra appointments during this time if they were considered to be in need of additional treatment.
Between T8 and T16, personality-disorder patients were seen for significantly more unscheduled out-patient appointments (mean 2.7, s.d. 1.7) than those without personality disorders (mean 1.2, s.d. 1.0, P= 0.01).
Discussion
Casey & Tyrer (1986) used the PAS in a study which reported personality disorders in 13% of 200 patients drawn from general practice lists. Using the same instrument, personality disorder has been diagnosed in 40% of general practice attenders with conspicuous psychiatric morbidity (Casey, 1988) , 43% of psychiatric out-patients with neurotic dis orders (Tyrer et a!, 1983) , and 64% of female 1. Recordedfrom food diaries. parasuicides (Casey, 1989) . Our study suggests that personality disorders are also common in bulimic patients (39%) and occur at rates similar to those found in other neurotic disorders.
In common with other studies, a variety of person ality disorders were detected, the most common being histrionic, anxious, passive-dependent, paranoid, and avoidant. The concurrence of such apparently diverse diagnoses in many individual patients may reflect the limitations of the interview instrument and of the categorical system of classification of personality disorders. However, the prognostic relevance of personality disorder in neurotic dis orders has been demonstrated by Tyrer et al (1983) in a study of the effects of phenelzine in a heterogeneous group of neurotic patients. The treatment group with personality disorders had a significantly higher number of non-responders.
Personality disorder has also been associated with poor outcome of group therapy in alcoholics (Griggs & Tyrer, 1981) .
Studies which have used instruments other than the PAS have been comprehensively reviewed by Reich & Green (1991) , who conclude that there is a consistent link between personality disorders and poorer response to treatment of axis-I disorders, including depression, panic disorder, and obsessive compulsive disorder. The authors contend that this association cannot be explained fully by confounding factors, including the problem of separating symptoms of axis-I and axis-Il disorders, and the greater severity of axis-I pathology in personality disorder patients.
The only previous study which examined the relationship between personality disorder and treat ment response in bulimia (Johnson et a!, 1990 ) was confined to the effects of borderline personality disorder, a controversial entity which overlaps substantially with depression in bulimic patients (Pope & Hudson, 1989) . The diagnosis of borderline personality disorder, made by self-rating question naire, was associated with higher depression scores and a significantly poorer outcome in terms of eating behaviour and bulimic attitudes at one-year follow up compared with non-borderline subjects. Borderline patients also needed more therapeutic sessions than other patients.
The present study attempts to advance on this work by employing rigorous diagnostic and assessment instruments and by evaluating the effects of potential confounding factors on the relationship between personality disorder and treatment response.
The clinical course and outcome of patients with and without personality disorder was studied over 16 weeks of treatment. Both groups improved during treatment, but patients with personality disorders had a poorer response with respect to binge frequency and questionnaire measures of bulimic behaviour and psychopathology. By the end of the active treatment phase, those with personality disorders had higher scores on all symptom measures, including a clinically significant difference in binge frequency. The personality disorder group also required a greater number of treatment sessions after the end of the eight-week treatment trial.
On entry to the study, patients with personality disorders had a lower BMI and were significantly more depressed than patients without personality disorders. When these two potential confounding factors were taken into account in the statistical analysis, there was no longer any significant difference in treatment response between patients with and without personality disorders.
One interpretation of these results is that depressed patients are mistakenly diagnosed as personality disordered. This explanation is unlikely to be accurate as the PAS was used to elicit evidence from informants of personality dysfunction before the onset of the patient's eating disorder. It seems more probable that personality disorder increases the risk of affective disturbance and anorexic psycho pathology, but the design of this study does not clarify the true relationship between these disorders.
Most of our non-personality-disordered bulimic patients responded well to a relatively brief course of cognitive-behavioural therapy, and improvement remained stable at one year. However, the increase in binge frequency following cessation of the active treatment phase (i.e. after eight weeks) suggests that a maximum level of response and relapse prevention may require more than the eight sessions which was the standard treatment package in this study. Patients with personality disorders, especially those who are depressed and underweight, merit recognition as a therapeutically challenging sub group of patients. Underweight patients and those whose weight is at the lower limit of normal are likely to hold intense anorexic attitudes and will be reluctant to gain the amount of weight necessary to stabilise their eating habits. The underweight bulimic is victim to powerful conflicting drives and behaviours. The intense desire to maintain a suboptimal body weight is partially frustrated by dominant biological drives which may lead to binge eating. In order to benefit from cognitive behavioural interventions, these patients may require prolonged therapy focused on the identification and challenging of dysfunctional weight-related beliefs.
The importance of depressed mood in poor clinical response to bulimia nervosa has been highlighted by Maddocks & Kaplan (1991) , who report higher depression scores in association with poor response to an intensive six-week course of group therapy. The present study also suggests that depressed bulimic patients will not respond to brief psychotherapeutic interventions. In these patients, low self-esteem may intensify bulimic symptoms and reduce motivation in therapy. Untreated depressive symptoms may also increase the risk of relapse. Our results indicate that depressed bulimic patients are more likely to require interventions which are targeted at mood-altering cognitive distortions, or antidepressant medication.
The presence of a personality disorder alone does not predict a poor response to treatment in bulimia nervosa, but comorbidity with depression, and prominent anorectic features, especially low weight, should raise concern about outcome. Our results suggest that many bulimic patients will have an excellent response with brief psychotherapeutic interventions, but more intensive and prolonged treatment will be required for the successful treat ment of patients with coexisting depressive and anorexic psychopathology.
